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METHODS AND STANDARDSFOR ESTABLISHING PAYMENT RATES, OTHER TYPE OF CARE-
BASIS FOR REIMBURSEMENT 

04/01104 	 SpecialRehabilitationServicesandNon-emergencyTransportationServicesProvidedbyLocal 
Education Agencies 
Reimbursement for each service willbe based on the cost incurred by the local education agency (LEA) in 
providing a 15-minute unit of that service. The cost be determined annually by using theuniformcost 
calculation methodology established by the Department and may include the cost of practitioners, materials 
and supplies necessaryto provide the service, and indirect costs. The value of educational resources will be 
specifically excluded from the cost determination.All costs must be documented, based on the previous fiscal 
year's costs and inflated to the midpointof the current fiscal year, using the most recently published Medical 
Economic Index available to the Department. 
In the event that no historical costs exist for a specific practitioner, the LEA shall estimate the cost of providing 
the service for the current year, based on the calculation below, using an inflation 0% forofRow PI E. 
Following the completionof a school year, a revisedcost calculation form must be submitted to the Department 
using actual costs. Rates will be adjusted in the event of any overstatement of costs. 
LEA-specific costs of providing an individual service, other than those for non-emergency transportation, shall 
be determined for each service, using the following calculation: 

A. Total full time equivalents providing this service. 

B. Total annual hours service providers were required to work 

C. Total annual hours service providers worked on the provision of service, including 


prepfollow up and face-to-face time 
ofprovidingPercent service of C byD. hours this (quotient divided B) % 

E. Percent of hours service providers worked on the face-to-face provision of this 
service Yo 

F. Total annual hours service providers worked on the faceto face provision of this 
direct service. (product of C and E) 

ofTotal salariesbenefits serviceG. amount and paid to relevant providers $ 
H. amountsalaries benefits service of D andTotal of and related to this (product G) $ 

Cost expenses provisionI. non-salary attributable to thethisof service $ 
J. Percent of general administrative time attributable to fee-for-service 
K. General administrative cost componentproduct of H and J) 
L. of (sum H aRBl Iand I() $cost providingof 

cost M. Indirect % 

cost ofserviceof (product d-a"L and M) $ 

year'scost0. Lastofproviding(sum of d-aw#L L N) $ 
adjustment Inflationary P. % 

Q. Inflationary 44-a"0 and P) $costof(product 
R. Total A4-M-Q 0 and 9) $currentof (sum cost 

cost providingservice of F)-S. Hourly of this (quotient PR divided $ 
T. (quotient �4 d iv ided by $per 4)of 

Totalhours providing a service reported in row C above must include the sum of face-to-face time as defined in 
Code H.3.b., as well as preparatory and follow-up time as defined in Code H.3(a) of theIllinois Guide for 
School-Based Health Services Administrative Claiming. 
General administrative percentage attributableto fee for service (rowJI shall be an annual determination based 
on the state-wide average of the most recently available quarterof time study data from the Illinois Guide for 
School-based Health Services Administrative Claiming and shall equal the practitioner's percentage of time 
reported under general administrative activities (time study Code G) multiplied bv the percentage of total time 
reported under direct services (time study H.3.a. and H.3.b). divided bv the difference of one minus the 
percentageof time in Code G. 
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